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The Rationale for Physical Capacity Tests 

Patients need clear goals to change behavior. Workers’ compensation case managers also want to see a

clearly expressed goal of care. Alongside identification of activity intolerances from functional

questionnaires (e.g. Oswestry), examination of physical capacity deficits provides objective, quantifiable

data from which realistic end points or goals of care can be established. 

A major reason why more chiropractors don’t prescribe more exercises for their patients is that it is hard to

motivate the patient. One way to overcome this obstacle is to perform a small battery of quantifiable

physical capacity tests to identify the patient’s "weak link." If a patient is less than 85% of normal for any

specific test, then it will be obvious to both the chiropractor and the patient that some training is required.

Ironically, it is the chiropractor’s perception that patients are poorly motivated that leads to poor patient

compliance as much as anything else. The tests shown here are an excellent way to show yourself that a

patient’s persistent or recurrent pain or dysfunction may be due to factors in the patient’s not the doctor’s

control. These tests provide unmistakable evidence to persuade the patient of the potential value of

performing certain simple exercises. 

In the 1980s, Tom Mayer demonstrated that by measuring low back dysfunction, or the deconditioning

syndrome, an objective basis for treatment of chronic disability could be established.1  Unfortunately, many

measurable forms of testing involve very expensive "high-tech" types of tests. Are these really necessary?

Newton and Waddell showed that "low-tech" tests are as reliable and surprisingly even more valid in that

they correlated better with other measures of disability.2  Alaranta et al. recognized that expensive
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functional testing was impractical for the average occupational musculoskeletal health care professional.3

He showed that a battery of tests could be used which are safe, inexpensive, time efficient, reliable, and

comparable to normative databases. One of the original tests, Sorensen’s static trunk extensor endurance,

has been shown to predict recurrence rates in recovering patients and first time onset of low back pain in

asymptomatic individuals.4,5 

When to Perform Physical Capacity Tests - The Indications 

When should a physical capacity evaluation be performed? As soon as the patient is out of the acute pain

phase. In fact, this is when the goal of care transitions from pain relief to functional restoration and these

tests are important for establishing such goals clearly. 

How to Perform Physical Capacity Tests - The Craft 

Most of these tests are shown in my video or in the excellent new chiropractic text: Outcomes Management

by Steven Yeomans.6,7 

1. Repetitive Squat 3  

Patient position: The patient stands with feet shoulder-width apart. 

Technique: The patient squats until thighs are horizontal and returns to upright position. Each repetition rate

is 1/2-3 seconds. Repeat to maximum. 

Observe: Count number of repetitions (max. 50). 

The normative data for dynamic squatting endurance is segregated by age, sex and occupation are in the

table below.3  
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2. Repetitive Sit-up 3  

Patient position: The patient is supine, knees flexed 90 and ankles fixed. 

Technique: Patient sits up until touching the thenar-hand to patella, and curls back down to the supine

position. 

Observe: Count number of repetitions (max. 50). 

The normative data for dynamic trunk flexor endurance segregated by age, sex and occupation are in table 

below.3  

3. Static Back Endurance Test 3  

Dr. Position: The doctor is at the side of the table holding the patient’s ankles (strap is ideal). Alternatively,

a Roman chair type of device can be used. 

Patient position: The patient is prone with the inguinal region at the end of the table; arms at sides, ankles

fixed and holding horizontal position. 

Technique: The patient maintains the horizontal position as long as possible. 

Observe: Time the duration the position can be held (max. 240 seconds). 

Normals: 
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4. One Leg Stand Normative Data 8-11  

Dr. Position: The doctor is near the patient. 

Patient position: The patient is standing on one leg; nonsupport leg is bent 60 degrees at the hip and 90

degrees at the knee so that the ankle is at the height of the support leg’s knee. 

Technique: The patient maintains the position as long as possible. 

Observe: Time the duration the position can be held, i.e., until the patient moves the support foot, puts other

foot down, or reaches out to grasp with the hand(s). 

Normative data: 

5. Horizontal Side Bridge Endurance 12  

Dr. Position: The doctor is near the patient. 

Patient position: The patient is side lying, supported on forearm and crossed ankles. 

Technique: The patient raises up on forearm and ankles until pelvis and trunk are nearly horizontal. 
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Observe: Time the duration the position can be held until the patient’s pelvis returns to the floor. 

Normative data 

In this study, data was only gathered on young healthy subjects, 75 (31 men, 44 women). 

Even though this study did not cover a broad range of different age groups, the ratios between side bridge

and flexor or extensor tests are of most interest. Men could sustain the "side bridge" for 65 percent of the

extensor time and 99 percent of the flexion time; the women could sustain the "side bridge" for only 39

percent of the extensor time and 79 percent of the flexion time. The tests proved to be reliable, with

reliability coefficients of > 0.97 for the repeated tests on five consecutive days and again eight weeks later. 

Conclusion 

Quantitative physical capacity performance tests are ideal for establishing clear goals in cases involving

chronic patients. They provide invaluable documentation of progress under care that can help motivate

patients that they are on the "right track." Patient’s who are difficult to motivate to perform exercises are

ideal candidates for quantifiable functional testing. Such testing provides the clear feedback that is needed to

motivate patients and facilitate better compliance or program adherence. 

Workers’ compensation case managers are often reluctant to approve ongoing chiropractic care. If

rehabilitation is being recommended, clear objective goals must be established to demonstrate to third-party

payers the validity of the approach. 
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